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Identifying and responding appropriately to doctors who are under-
performing, whether they are in training or in clinical practice, is vital 
in a profession where high standards are a pre-requisite for ensur-
ing high-quality care that is safe and effective and provides patients 
with a good experience.1
Identifying and responding 
appropriately to doctors 
who are underperforming, 
whether they are in training 
or in clinical practice, is vital.
That said, underperformance in doctors is often difficult to under-
stand and deal with, both for learners and for educators. The study pre-
sented in this issue, by Gingerich and colleagues entitled ‘Seeing but 
not believing: Insights into the intractability of failure to fail’,2 provides 
important insights into why this is, by exploring the socio-cognitive 
rules that guide how educators conceptualise, recognise, document 
and communicate underperformance, as a precursor to evaluation and 
remediation. Here, I reflect on their findings by juxtaposing them with 
other seminal works in an effort to further explore the stubborn chal-
lenge they address.
Underperformance in trainee 
doctors is often difficult to 
understand and deal with, 
both for learners and for 
educators.
We know that recognition and documentation of performance 
successes and deficits are key parts of the process of assessment. 
Assessment is fundamental to the role of the educator and one of 
the three components of the educational triangle of objectives-meth-
ods-assessment. This consists of setting learning objectives, deciding 
upon the educational methods to achieve them and selecting assess-
ment strategies to evaluate whether targets have been met.3 Despite 
considerable efforts over the years, however, to create frameworks to 
guide the assessment of competence, we still struggle to identify the 
many things that might define underperformance. That is, even when 
using frameworks such as CanMEDS,4 which broaden consideration 
to a variety of roles including medical expert, communicator, collabo-
rator, manager, health advocate, scholar and professional, educators 
tend to focus on assessing the role of medical expert.5
Assessment is fundamental 
to the role of the educator 
and one of the three 
components of the 
educational triangle of 
objectives-methods-
assessment.
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A previous systematic review by Boileau and colleagues, asking 
‘Is there a way for clinical teachers to assist struggling learners?’, 
found various frameworks for understanding underperformance, 
but few were comprehensive and none were in widespread use.6 
The review synthesised published classification systems of under-
performance in medical education, summarising these as ‘cognitive’ 
(due to insufficient knowledge or problems with clinical reasoning) 
and ‘non-cognitive’ (due to attitudinal or affective problems).6 In 
doing so, the review revealed the limitations of these groupings 
given that such systems make no provision for key skills other than 
clinical reasoning (eg relationship-centred care and management 
skills).
Pushing us beyond such efforts to specify and frame what 
struggling learners struggle with, Gingerich et al used a grounded 
theory approach, interviewing educational supervisors in a lim-
ited range of specialties who had particular experience with un-
derperforming doctors.2 Noteworthy was that supervisors by 
default expected trainees to be capable of learning and applying 
what they learned. In other words, underperformance, labelled 
as such because of supervisors’ aversion to the word ‘incompe-
tence’, was a surprise that prompted disbelief and the urge to 
seek other explanations for a trainee's failure to progress. When 
individuals appeared to be trying, supervisors felt they must be 
unable to engage sufficiently with learning due to either tempo-
rary situational factors, a relevant medical condition or learning 
disability. Underperformance by individuals deemed not to be 
trying was felt by supervisors to be due to either a lack of interest 
in a specific rotation or a failure to recognise they had improve-
ments to make.2 These observations suggest that the challenge 
facing preceptors is less about identifying with what learners are 
struggling and more about grappling with their own cognitive dis-
sonance in search for explanations as to why capable students 
might be struggling.
This search is consistent with previous seminal work by oth-
ers7,8 that suggest educators seek to avoid being seen (by them-
selves, their trainees and others) as failing their trainees. Together, 
these studies suggest a conscious or unconscious need on the part 
of supervisors to rationalise the disbelief created by trainees not 
progressing, when they appear to be trying and have been given 
additional targeted support. If everyone ‘should’ progress, a lack 
of adequate progression means there ‘must’ be an undiscovered 
path to competence. Although there may be cases in which stu-
dents simply lack capacity to learn the material, that preceptors 
engage in such a search is encouraging because there are a great 
many alternative explanations that require a more holistic concep-
tualisation of underperformance (and one can always come back to 
the conclusion that the learner is not able, after alternative options 
have been exhausted). The question, therefore, becomes, how can 
we more effectively enable educators to give due consideration to 
the many reasons they can conceive for explaining underperfor-
mance in their trainees.
More holistic 
conceptualisation of 
underperformance would 
enable educators to deal more 
meaningfully and objectively 
with underperformance in 
their trainees.
Answering this question requires consideration of the many 
similarities this reasoning process has to the diagnostic process that 
doctors use with their patients. It is well known in that domain that 
identifying patterns and responding to them based on expectations 
with limited information can lead to errors in judgement by locking 
clinicians in on particular explanations. Giving due consideration 
to alternatives often requires deliberate prompting (ie explicit and 
careful consideration of what features are present that might refute 
or increase the likelihood of a diagnosis on a list of differentials). A 
fuller consideration of the many interacting factors that potentially 
influence underperformance, therefore, may need to be considered 
if we are to truly help our trainees advance.
Here, Norfolk's framework might prove to have practical value 
for enabling clinicians to consider possibilities more comprehensively. 
Labelled SKIPE9 (Skills, Knowledge, Internal, Past and External fac-
tors), the aim of its development was to enable understanding of 
the underperforming doctor in all his or her complexity, to resolve 
the tension between individual and system factors and to develop 
a shared understanding of the problem by looking at the doctor's 
problems in dialogue with them and in context. The process involves 
checking each of the factors potentially undermining performance by 
first examining the directly identifiable domains (skills and knowledge) 
and then assessing other internal factors (especially attitudes, per-
sonal traits and health), past influences (eg professional background) 
and finally external factors (in the work and non-work environments).9
SKIPE (Skills, Knowledge, 
Internal, Past and External 
factors) is a comprehensive 
and holistic model for 
diagnosing the causes 
of individual medical 
performance problems.
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Whether SKIPE or a different model is used, it is clear from the de-
veloping literature that accurate, holistic problem formulation in rela-
tion to underperformance is vital to successful remediation in trainees, 
exactly as it is to successful planning with patients. There nonetheless 
remains the thorny matter of finding effective interventions which 
will improve the doctor's performance for their future role rather than 
simply to pass an assessment,10 but starting on a firmer foundation 
with respect to the root cause of the problem is likely to be invaluable 
in that regard. Rigorous methods are required to develop and evaluate 
effective interventions based on what we know and what we don't 
yet know about remediation,11 but fortunately, there is now helpful 
guidance on which to base potential approaches.11,12
ORCID
Aloysius Niroshan Siriwardena  https://orcid.
org/0000-0003-2484-8201 
R E FE R E N C E S
 1. Gillam S, Siriwardena AN. Quality Improvement in Primary Care: The 
Essential Guide. LondonRadcliffe Publishing Ltd; 2014.
 2. Gingerich A, Sebok-Syer S, Larstone R, Watling C, Lingard L. Seeing 
but not believing: insights into the intractability of failure to fail. 
Med Educ. 2020. https://doi.org/10.1111/medu.14271
 3. Shumway JM, Harden RM,Association for Medical Education 
in Europe. AMEE Guide No. 25: The assessment of learning out-
comes for the competent and reflective physician. Med Teach. 
2003;25(6):569-584.
 4. Michels NR, Denekens J, Driessen EW, Van Gaal LF, Bossaert LL, 
De Winter BY. A Delphi study to construct a CanMEDS competence 
based inventory applicable for workplace assessment. BMC Med 
Educ. 2012;12:86.
 5. Chou S, Cole G, McLaughlin K, Lockyer J. CanMEDS evaluation in 
Canadian postgraduate training programmes: tools used and pro-
gramme director satisfaction. Med Educ. 2008;42(9):879-886.
 6. Boileau E, St-Onge C, Audetat MC. Is there a way for clinical teach-
ers to assist struggling learners? A synthetic review of the litera-
ture. Adv Med Educ Pract. 2017;8:89-97.
 7. Cleland JA, Knight LV, Rees CE, Tracey S, Bond CM. Is it me or is it 
them? Factors that influence the passing of underperforming stu-
dents. Med Educ. 2008;42(8):800-809.
 8. Monrouxe LV, Rees CE, Lewis NJ, Cleland JA. Medical educa-
tors' social acts of explaining passing underperformance in 
students: a qualitative study. Adv Health Sci Educ Theory Pract. 
2011;16(2):239-252.
 9. Norfolk T, Siriwardena AN. A comprehensive model for diagnos-
ing the causes of individual medical performance problems: skills, 
knowledge, internal, past and external factors (SKIPE). Qual Prim 
Care. 2013;21(5):315-323.
 10. Cleland J, Leggett H, Sandars J, Costa MJ, Patel R, Moffat M. The 
remediation challenge: theoretical and methodological insights 
from a systematic review. Med Educ. 2013;47(3):242-251.
 11. Chou CL, Kalet A, Costa MJ, Cleland J, Winston K. Guidelines: The 
dos, don'ts and don't knows of remediation in medical education. 
Perspect Med Educ. 2019;8(6):322-338.
 12. Katz ED, Dahms R, Sadosty AT, Stahmer SA, Goyal D, Force C-ERT. 
Guiding principles for resident remediation: recommendations of 
the CORD remediation task force. Acad Emerg Med. 2010;17(Suppl 
2):S95-S103.
